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CHILD HEALTH DAY, 1951 


BY THE PRESIDENT OF THE UNITED STATES OF AMERICA 


A P J an 


WHEREAS the Congress, by a joint resolution of May 18, 1928 (45 
Stat. 617), has authorized and requested the President of the United States to 
issue annually a proclamation setting apart May 1 as Child Health Day; and 


WHEREAS it is recognized that our children embody our most cher- 
ished hopes: 


NOW, THEREFORE, I, HARRY S. TRUMAN, President of the United 
States of America, do hereby designate the first day of May of this year as 
Child Health Day; and I call upon the people of each community of the United 
States, and all agencies and organizations interested in child welfare, to consider 
upon that day how, in the coming year, they may carry out the objectives of the 
Midcentury White House Conference on Children and Youth, held last year, to 
the end that all our children may grow in physical, mental, and emotional 
health, with faith in God and in the dignity of man. 


IN WITNESS WHEREOF, | have hereunto set my hand and caused the 


Seal of the United States of America to be affixed. 


DONE at the City of Washington this nineteenth day of April in the 
year of our Lord nineteen hundred and 
fifty-one, and of the Independence of the 
United States of America the one hun- 
dred and seventy-fifth. 





By the President: 


= oe | 


Secretary of State. 
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A nursery center aims to explore and to 
stimulate and to enhance every child’s capac- 
ities, and to help him adapt to group living. 










DAY-CARE CENTERS AND NURSERY SCHOOLS 
HAVE THE SAME GOALS 


ee O ONE can claim that 

every child needs nursery 

school, but no one can deny 
that every child needs nursery edu- 
cation.” I agree with these words of 
Dr. George Stoddard, which I heard 
him say when I was a student of 
his, years ago. For education, in- 
cluding nursery education, by its 
very nature goes on under all con- 
ditions, whether in the school, the 
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home, the church, the settlement 
house, or the day-care center. 

I believe—and I am well aware 
that there will be individuals both 
in social work and in education who 
would quarrel with me on this point 
—that the basic objectives of our 
nursery schools and day-care cen- 
ters are not different. Our means 
of attaining the objectives may dif- 
fer; and the superficial needs of 
various groups of children, of fami- 
lies, and of communities may be 
dissimilar. But basic needs do not 
differ from child to child, from fami- 
ly to family, or from one community 
to another. 

For this reason I wish we could 
get away from the terms “day-care 
center” and “nursery school” and 
could use a term that combines the 
protective aspects of the one with 
the educational approach of the 


MARY ELIZABETH KEISTER 


other. This idea is conveyed in the 
title given by Winifred Y. Allen and 
Doris Campbell to their book, “The 
Creative Nursery Center.” 


Individual growth of first importance 

The chief objectives, as I see it, 
that we set for the young child in 
relation to his nursery center, or 
nursery school, or day-care center, 
is the fullest possible realization of 
his capacities for development and 
growth. In my own thinking I try 
not to lose sight of two aspects of 
individual growth: (1) Exploration, 
stimulation, and enhancement of 
the child’s capacities, and (2) his 
gradual adaptation to group living 
and to society’s demands. 

All too often in the past the needs 
of the children have been subordi- 
nated to those of others. The pecul- 
iar needs of research centers, of 


159 





teacher-training institutions, of 
working mothers, and so forth, have 
sometimes dominated our programs 
for children, and the children them- 
selves have been shoved into the 
background. It seems to me that 
a children’s center needs a period 
of development in which those re- 
sponsible for the center look first 
at the needs of the children, and 
plan facilities, personnel, and pro- 
gram from that vantage point. 


What good nursery education can do 


Some of the things we have 
learned about children over the past 
two decades through observing 
them and teaching them, through 
clinical experience, and through re- 
search have caused us to change our 
goals and our programs for nursery 
centers. 

For one thing, we have pretty well 
finished with our stiff-backed no- 
tions of habit training. Wesee that 
the lessons of independence and self- 
reliance need not be imposed so 
early, and so we have discarded our 
outworn ideas that the child must 
cry it out alone, must have his 
hurts minimized unsympathetically, 
must learn, at an early age, to put 
away his toys, hang up his coat, and 
dress himself. 

Now we believe that psychologi- 
cal strength is based on the child’s 
experience of warm, affectionate, 
protective contacts with adults. For 
the first 5 or 6 or 7 years of his life 
a child needs to be thought of, not 
as a plastic creature to be molded 
to fit the demands of his family or 
his culture, but as a person of con- 
flicting feelings and of strong and 
often imperfectly controlled im- 
pulses. 

We believe that a child needs the 
comfort of feeling that he will not 
be expected to control his own im- 
pulses alone and unaided; that 
adults will exercise contro! over him, 
but while controlling him will not 
hurt him or dislike him for his in- 
consistent and often distressing be- 
havior. We believe that a child 
needs adults who will give him ways 
of releasing his strong feelings but 
at the same time will protect him— 
and also other people — from the 
consequences of those feelings. 


160 


We are beginning to realize fur- 
ther, that even if we can convince a 
child in the first years of his life 
that he is loved and valued and un- 
derstood, we owe him much more 
than that. A child does not live 
and grow by love alone. As he 
grows he needs to free himself grad- 
ually from the infantile gratifica- 
tion of dependency and protection. 
He needs to like the idea of growing 
and of being grown-up. He needs 
opportunities to explore, to discover, 
to solve problems, to create. He 
needs the kind of experiences that 
will heighten his sensitivity, enhance 
his curiosity, lessen his confusions, 
promote the growth of his skills, and 
increase the range of his interests. 

Good nursery education helps to 
ease for the child under 5 or 6 some 
of the strains associated with living 
and adjusting in our modern civili- 
zation. For 25 years and more, 
day nurseries and nursery schools 
have been giving thought to the 
question of what constitutes a good 
life for a little boy or a little girl, 
and many of our centers are offer- 
ing convincing demonstrations of 
how that “good life’? may become 
a reality. 

We were not long in seeing that 
the young child must have all that 
good physical care can mean for 
wholesome growth—adequate food; 
a sufficient quantity of rest and 
sleep; stimulation of active play; a 
safe place to run and climb and dig 
and yell; watchfulness against acci- 
dents and physical hurts; protection 
against communicable diseases: and 
observation so that defects in phys- 
ical functioning do not go long un- 
noticed. 


To give children what they need 


The good nursery center attempts 
to offer its pupils everything that 
mental hygiene has taught us chil- 
dren need—a feeling of belonging; 
success and praise; friendliness; a 
chance to participate in the life of 
a group; control and discipline; af- 
fection and approval; steadiness and 
consistency; respect from adults so 
that children can develop respect 
for themselves and for others. 

When we reflect upon the number 
of children in all classes of our so- 


ciety who are negiected, or who 
are trained under fear of punish- 
ment, with little or no experience of 
deep affection and love, we may well 
imagine that perhaps the most im- 
portant service the nursery center 
can offer to little children is mother- 
ing. By “mothering” we do not 
mean babying or pampering, but 
rather giving the child the opportu- 
nity to experience the feeling of 
being liked and wanted, of belong- 
ing to someone who cares very much 
what he learns and what is happen- 
ing to him, and of being guided in 
the conduct of his affairs with be- 
nevolent support. 

These things, we know, can be 
supplied only by persons who under- 
stand the depth, as well as the 
breadth, of children’s needs. In 
preparing themselves for their work 
such persons gain not only broad 
and basic factual knowledge about 
children, but a sensitivity to its im- 
plications in children’s emotional 
life. With this insight they are 
able to give of themselves in a way 
that both shelters and strengthens 
the children in their care. 

Only with the opportunity to form 
deep attachments to adults can the 
child, I believe, take real advantage 
of what the nursery group can offer 
to satisfy his educational needs. 
Nursery centers believe also that 
voung children must have a rich 
environment in which to grow and 
learn and all the while lead a life 
that is suitable for a child. 

Hence, children who attend a 
“creative nursery center’? should 
share in all that good teaching can 
mean—a variety of toys and play- 
mates and games; the challenge of 
equipment and companionship un- 
der the guidance of an informed 
adult who knows how to make ex- 
periences meaningful, challenging, 
and pleasurable; the stimulation of 
books and pets and music and paint- 
ing and excursions and science, all 
at the child’s level; help in gradu- 
ally broadening their ideas and con- 
cepts as well as expanding their con- 
crete experiences. 

Of course, chief among the young 
child’s educational needs is his need 
for help and support in learning to 
build constructive relationships with 
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other children. How to help chil- 


‘dren build friendly, cooperative at- 


titudes is one of the critical issues of 
nursery education, it seems to me. 
We need methods of handling sit- 
uations in such a way that the initial 
hostility or aggression of the child 
may be rendered unnecessary by op- 
portunities for friendly, helpful re- 
sponses. Many children have had 
no experience of cooperative be- 





aggressions, by an adult who sees 
them in the light of the feelings of 
guilt, anxiety, and frustration that 
underlie such behavior. But what 
is important is that such handling 
must mean to the child reassurance, 
support, tolerance, and sympathetic 
understanding. 

Lawrence Frank has pointed out 
that the process of identification in 
which the child strives to emulate 


Children in a nursery center gradually adapt themselves to the demands of group living. 


havior and need the skillful guid- 
ance of an adult to encourage them 
in friendly conduct and sympathetic 
actions. 

We do not know enough yet about 
how to meet wisely the problem of 
resentment and hostility and ag- 
gression in children. A _ policy of 
restraint or coercion or ‘‘sweetness 
and light’? (which often is. essen- 
tially repressive) may prevent fight- 
ing and disorder, but it probably 
does not relieve the child of the inner 
tensions and frustrations of which 
his behavior is but a symptom. 
Wholesome social growth is prob- 
ably not achieved by a repressive 
policy, nor by permitting children 
to “fight it out.” 

What is needed is an imaginative, 
insightful handling of quarrels and 
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an admired and loved adult makes 
the teacher-child relationship one 
of enormous potentialities for either 
good or ill. 


What makes children hostile? 

Lack of sympathetic understand- 
ing, a withholding of tenderness and 
patience, may turn children toward 
hostility and aggression. And such 
deprivations in early childhood may 
be the cause of distortions in char- 
acter from which children can be 
reclaimed later, if at all, only 
through long and difficult therapy. 

Let us turn next to consideration 
of the objectives of the nursery cen- 
ter as it relates to the families it 
serves. 

It is not sufficient, it seems to me, 
that group experience should bene- 


fit children only. Another of the 
functions of the nursery center is 
the stabilizing, facilitating, and en- 
hancing of family living. Those re- 
sponsible for either nursery schools 
or day-care centers have never 
viewed their function as that of re- 
placing or supplanting the family. 
Indeed, if we had, the great weight 
of evidence accumulated in recent 
years would have forced us to 
change such an attitude. 

For we believe now, more firmly 
than ever before, that there is no 
substitute for family life. And the 
experience of living in a family is 
so necessary to ordered personality 
development that we are almost 
forced into the attitude that the 
value of the nursery center may be 
measured in terms of whether or 
not it does stabilize, facilitate, and 
enhance family living. 

Even a family judged “undesir- 
able” by many of our standards can 
and does provide the child with a 
place, with status, with “belonging- 
ness.” And a family we consider 
good offers the child, in addition, 
much-needed love, affection, and ac- 
ceptance. The nursery center must 
organize its procedures and train 
its personnel to meet these same 
needs of children and also to pro- 
vide for other educational needs, 
which the family has more difficulty 
in supplying. 

In numerous and quite obvious 
ways nursery centers may be seen 
as making their contribution to fam- 
ily life today. Frequently an im- 
proved relationship between moth- 
er and child results from the child’s 
attendance at a nursery group dur- 
ing part of the day. Mothers and 
children, we know, are likely to re- 
main better friends when they are 
not constantly together. The nurs- 
ery center helps to conserve the 
family when it makes it possible for 
the mother to work outside the home 
in order to keep her children to- 
gether, or her whole family, or in 
order to raise the living standard of 
her family. 

A nursery center can assume that 
it is not only children who have edu- 
cational needs but that parents also 
have such needs. Many a parent 
who enrolls his child in a nursery 
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anticipates that he, or she, will have 
some opportunities for learning to 
be a better parent. Fathers and 
mothers seem increasingly willing 
to seek help in educating their chil- 
dren in the early years and to rely 
more upon guidance. They fre- 
quently wish to help in evaluating 
theory in terms of how it can really 
be applied to their own children. 
In response to this demand, many 
centers for children of preschool age 
set up a parent-education program, 
making available to parents such re- 
sources as discussion groups and 
lectures, a library with suggested 
reading lists, opportunities for ob- 
serving how skilled teachers deal 
with children, personal conferences 
planned to help in preventing, or at 
least in working through, a few of 
their problems. 


Nursery center can set an example 

It is true that a too aggressive 
parent-education program has its 
dangers, and the _ nursery-school 
teacher has been accused of rushing 
in where a psychiatrist would fear 
to tread. Overzealous efforts at 
“educating the parent” can stir up 
parental conflicts and create mis- 
trust and hostility toward the insti- 
tution making such efforts. 

The most effective approach to 
the parent, it seems to me, is indirect 
and noncoercive. A good nursery 
center functions effectively in parent 
education when it merely demon- 
strates its way of thinking about 
children, its way of living with them 
and dealing with them. A fine ex- 
ample, we have long known, is one 
of the best methods of teaching. 

The most effective aid we can 
count on in interpreting our program 
and in extending wider educational 
opportunities to our youngest citi- 
zens will come from parents them- 
selves. Thus, a worthy objective 
for the nursery center involves help- 
ing parents to understand its view- 
point and philosophy. And this we 
should try to accomplish, in concrete 
terms of what it means to children 
and to families to be associated with 
a vital and creative nursery center. 

And now, lastly, let us formulate 
briefly the objectives of a nursery 
center in relation to the community 
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that it serves. There is hardly a 
community in this Nation that does 
not recognize the importance of a 
program of preventive medicine for 
its children, and many communities 
have in action broad health pro- 
grams for children. But not only 
does every child need such things 
as immunizations and a complete 
diet to help him to build a healthy 
body, but also he needs social ex- 
periences to help him build a strong 
and creative personality. 

We know already many of the 
things we want for our youngest 
children inthe future. The nursery 
center, then, might spearhead a 
campaign, maintaining that a pro- 
gram which is good for some chil- 
dren could in time be made avail- 
able to all children. The _ best 
centers would look on themselves 
not simply as the finest places for 
all the children in a given commu- 
nity who are ready for group ex- 
perience, and their parents, but 
rather as institutions that demon- 
strate what good nursery services 
can do for children and their fami- 
lies everywhere. 

We must avoid, of course, giving 
the impression in the community 
that the nursery center furnishes 
the one best answer to the needs 
of children and is our hope for the 
future. Instead, we should continue 
to regard the family as of crucial 
importance and see the need for 
nursery centers in the perspective 
of family life. And we should seek 
always to evaluate the centers ac- 
cording to the degree to which they 
strengthen family life. 

If the nursery center is to be co- 
ordinated with other community or- 
ganizations and services, its philos- 
ophy and program must be under- 
stood by citizens. One step toward 
such coordination is the recommen- 
dation of the White House Confer- 
ence that nursery schools be in- 
cluded as part of public educational 
opportunity for children. 

Citizens themselves are not stand- 
ing still. They are taking the lead 
in many places, by such means as 
forming community councils aimed 
at coordination of community inter- 
est. As Dr. Ernest Osborne has re- 


cently pointed out, it is only by the 
combined efforts of professional and 
lay groups that we can reach large 
numbers of the public, and overcome 
some of the barriers to citizen ap- 
preciation of children’s educationa!] 
and social needs. 

It is wholesome for members of 
any profession to have to justify 
their attitudes and practices to lay- 
men. Through the necessity to in- 
terpret and defend our programs to 
the lay public, we avoid sterility 
and the all-too-human tendency of 
any profession to look upon its poli- 
cies and its thinking as sacred and 
not to be questioned by ‘“‘outsiders.”’ 


For the future 


It is always easier to say what we 
ought to be doing for children than 
it is to point out just how such pro- 
grams may become a reality. These 
will cost money, and many commu- 
nities will be all too ready to turn 
a deaf ear to demands. But I be- 
lieve we would not want the kind of 
community interest and support that 
is based on superficial enthusiasm 
or on slogans with an appeal to one 
group or another. What we must 
stress constantly and try to show in 
our centers are the enduring values 
to the child and to the community 
that arise out of preschool group 
experience. In the last analysis, 
the best interpretation of any need 
lies in the worth of the program de- 
signed to meet that need. And 
staunch support will come to us out 
of the conviction of those working 
in this program that the hope of our 
world lies in whatever can be done 
in the next decade or two for our 
youngest citizens. This is for the 
future, but it is not too early to 
make the blueprint. 

The nursery center can demon- 
strate, through its program for chil- 
dren and their families, how it is 
possible to approach that ideal— 
that of the richest, freest country in 
the world—a generation of children 
who are healthy and happy and cre- 
ative, who have had an opportunity 
to play and learn and grow in an 
atmosphere of well-being and high 
morale. 


Reprints in about 6 weeks 
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NEW HAVEN HOSPITAL OFFERS 
EDUCATION FOR CHILDBIRTH 


HERBERT THOMS, M.D., and EDWARD FOORD, M.D., New Haven, Conn. 


ODAY in our country infant 

and maternal mortality are low- 

er than was thought possible by 
pioneers in antenatal supervision 
early in the century. No doubt 
many factors have joined to save 
the lives of mothers and babies. 
For one thing the present-day high 
rate of hospitalization fer delivery, 
almost 100 percent in some States, 
represents a remarkable change 
from conditions even a generation 
ago. How much this increased use 
of hospitals has brought about the 
greater safety in childbearing can 
only be conjectured, but there is 
every reason to believe that the cor- 
relation is close. 

At the same time a wide public 
interest has developed in the whole 
subject of childbirth and parent- 
hood. Prospective mothers and fa- 
thers especially desire information 
and guidance. This attitude is 
widely reflected in the press, and 
especially in popular magazines. 
On the whole, the wide influence 
of these sources of information has 
been progressive and wholesome. 

The importance of wider recogni- 
tion of this desire for information 
and guidance has become increas- 
ingly clear to us as, over a 4-year 
period, our program of training for 
childbirth has developed under the 
auspices of the Yale University 
School of Medicine at the Grace- 
New Haven Community Hospital 
(University Service). As a result 
we now consider our program as es- 
sentially training for parenthood; a 
cooperative effort in education, in 
which nursing, pediatrics, and psy- 
chiatry contribute significantly to 
the success of the obstetric program. 
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Physical safety for the child is one of the aims of a program of education for childbirth. 


This training program has become 
known rather widely as a “natural 
childbirth” program, in a way an 
unfortunate label, for some writers 
in popular publications have con- 
sidered the term synonymous with 
painless childbirth, or as childbirth 
without anesthesia. Others have 
thought it meant childbirth accord- 
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stetrics and Gynecology at Yale Univer- 
sity School of Medicine, and is chairman 
of the department. He is obstetrician and 
gynecologist in chief at the Grace-New 
Haven Community Hospital, University 
Service. 

Dr. Edward Foord is resident physician 
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This paper has been prepared in shortened 
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Foord, entitled “Public Health and Educa- 
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ing of the Division of Health Services, Chil- 
dren’s Bureau, Federal Security Agency, 
Washington, D. C., March 21, 1951. 
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ing to primitive practice, and in spite 
of opposing evidence have assumed 
that it is, therefore, painless. Un- 
fortunately, too, some physicians, 
without full information, have mis- 
understood the aims of the program. 

Because of these misunderstand- 
ings, we repeatedly emphasize that 
our program is primarily education- 
al. We do not aim primarily to 
conduct labor and childbirth with- 
out analgesia or anesthesia. We be- 
lieve the program is wholly consis- 
tent with scientific obstetrics. In 
adcition, it eliminates to a signifi- 
cant degree the hazards to mother 
and child associated with the use of 
heavy sedation and it makes child- 
birth a more satisfactory emotional 
experience. 

Our program emphasizes that 
childbirth is a natural, normal 
process, and that it is important for 
the prospective mother to recognize 
that bringing a baby into the world 
is a cooperative endeavor in which 
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she plays the principal role. It also 
represents an effort on the part of 
physicians and nurses to gain further 
understanding of the physiology of 
childbirth, particularly in its emo- 
tional aspects, so that their assis- 
tance in pregnancy and labor can 
be intelligently applied. 

We aim to make each labor ex- 
perience psychologically and emo- 
tionally satisfactory, one that is at 
the same time physically safe for 
both mother and child. Our experi- 
ence tells us that a conscious deliv- 
ery can be the source of a great 
sense of achievement for most wom- 
en. We believe that, if the labor 
is normal and properly conducted, 
and the woman has been prepared 
for the experience, much of the 
usual pain is not experienced and 
only small amounts of medication 
are necessary. We do not contend 
that relaxation alone will prevent 
all the pain, nor do we believe that 
pain is in any sense a desirable or 
beneficial part of the childbearing 
experience. 

In carrying out these aims we at- 
tempt to prepare a woman for child- 
birth psychologically and physically 
through teaching her about the 
anatomy and physiology of repro- 
duction, by training her to relax and 
to control her muscles so that she 
can aid the natural forces of labor. 
During labor she is encouraged, by 
those in attendance, to use this 
knowledge and training. 

The educational aspect of our 
program consists of four talks given 
to prospective parents by a physi- 
cian and four exercise classes given 
by a nurse. 

In the physician’s talks the sub- 
jects of pregnancy, labor, the new- 
born, and parenthood are discussed 
by members of the obstetric, pedi- 
atric, and psychiatric medical staffs. 
The talks are given in the evening 
for four successive weeks, four times 
during the year, being so arranged 
that husband and wife will attend 
the first talk early in pregnancy and 
the last three during the last three 
months. These talks have been very 
popular, and interesting discussion 
periods always follow. 

The nurse, in addition to training 
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Childbirth isa natural process, and it is important for the mother to recognize that bring- 
ing a baby into the world is a cooperative endeavor in which she plays the chief role. 


the women in relaxation techniques 
and breathing exercises and giving 
them postural exercises, tells about 
various aspects of pregnancy and 
labor. Group discussion is encour- 
aged. After the fourth class, which 
is given in the third trimester of 
pregnancy, the women visit the ob- 
stetric division of the hospital, meet 
members of the personnel, see the 
labor and delivery rooms and the 
anesthesia apparatus. Between 
classes the patients practice the ex- 
ercises at home. 


Woman in labor needs support 

We recognize that “‘support”’ dur- 
ing active labor is the most impor- 
tant single factor in our program. 
Much depends not only on the sym- 
pathy and interest of those in at- 
tendance, but upon a true under- 
standing of the reasons for the edu- 
cational program and the details of 
it. Final success depends on phys- 
ical factors, such as normal labor 
in a healthy woman, in whom there 
is no disproportion between the head 
of the fetus and the mother’s pelvis 
and no abnormal position of the 
fetus; in whom the soft parts are 


normally dilatable, the uterine con- 
tractions are of proper regularity 
and of suitable force, and the pa- 
tient’s delivery is without undue 
strain on her part. 

In labor support we follow several 
principles. The patient in labor is 
in a room by herself and during this 
period she may have her husband 
with her if she wishes. The patient 
is kept informed of her progress, 
and during active labor is not al- 
lowed to be alone. Attention is fo- 
cused on her needs and on what she 
is trying to accomplish. Any ther- 
apy or instruction is in the hands of 
a nurse or a physician. Activity 
and busyness on the part of those 
attending her are kept to a mini- 
mum. Removal to the delivery 
room is deliberately timed so that 
plenty of time is available for prep- 
aration. The husband is not allowed 
in the delivery room. Further de- 
tails of our program may be found 
in references 1 and 2. 


Results summarized 

A brief summary of the results 
of 1,000 deliveries may be of in- 
terest [3]: Of these mothers, 779 
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were ward patients and 221 were 
semiprivate or private patients. 
There were 12 pairs of twins and 
one set of triplets. All but 86 of 
the infants weighed more than 2,500 
grams and were therefore not con- 
sidered premature. Three hundred 
and seventy-five mothers were hav- 
ing their first babies, and 292 of 
these (78 percent) had spontaneous 
deliveries. Of the 625 who had 
previously had one or more babies, 
589 (94 percent) had spontaneous 
deliveries. 

The small amount of analgesics 
(drug medication) and of anesthet- 
ics needed was noticeable, especi- 
ally among the mothers who were 
delivered spontaneously. 

Of the 292 such mothers delivered 
spontaneously who were having 
their first baby, three-fourths re- 
quired little or no analgesia and 58 
of these women required none. 
Ninety-five percent required but 
small amounts of anesthesia. 

Of the 589 who previously had 
had one or more babies, and deliv- 
ered spontaneously, an even larger 
proportion did not require the help 
of analgesics or anesthetics. 

On the whole, the labor period 
for all the women was shorter than 
is usually given. The average 
length of labor for the mothers of 
first babies was 14 hours; for the 
mothers who had had babies before, 
it was 8 hours. 


A favorable record 


There was no maternal mortality. 
Four of the babies died before birth, 
four during birth, and four within 
a week after birth, all from causes 
ascertainable. 

We believe that the small amounts 
of analgesics and anesthetics re- 
quired have contributed to this fav- 
orable record and also that the rela- 
tively short duration of labor is re- 
lated to it. 

In addition to our interest in pre- 
serving the health of mother and 
baby, we have deep interest in cer- 
tain psychologic results, which, 
though not so readily appraised, are 
important. In this connection we 
would emphasize that the rooming- 
in arrangement for mother and baby 
is an integral part of the program. 


MAY 1951 


Unfortunately these accommoda- 
tions are limited to 8 beds, alto- 
gether too few for our demand. 

All questions concerning the de- 
sire for rooming-in, for maternal 
nursing, for presence of the husband 
during the labor period, and the like 
are decided by the mother herself. 

We do not consider that our pro- 
gram is anything very new. Twenty 
years ago Dr. John J. Fairbairn, 
eminent in British obstetrics, wrote: 
“It can safely be said that if the 
practitioner can succeed in getting 
his patients to respond to the educa- 
tion given in the antenatal period 
he will increase his proportion of 
natural deliveries. By removing 
fears and anxieties and instilling in 
their place confidence in their pow- 
er to see the business through them- 
selves, some may be stimulated to 
follow the example of their maternal 
forebears and do with as little ad- 
ventitious aid in labour as they had.” 

Nor is the idea of mothers’ classes 
new. In the New Haven area, for 
some years, both mothers’ and fa- 
thers’ classes have been conducted 
by the Visiting Nurses Association 
and the New Haven Health Depart- 
ment, with the cooperation of local 
physicians. The work of the Ma- 
ternity Center Association in this 
field in New York City is well 
known. And it is certain that our 
own program could not have been 
developed to its*present state with- 
out the important aid of the Mater- 
nity Center Association. 

All these efforts represent an ex- 
cellent start toward wider recog- 
nition of the importance of educa- 
tion for childbirth. However, we 
believe that there should be a fur- 
ther development in hospital ma- 
ternity care through a more ade- 
quate appraisal and support of the 
labor process and a deeper under- 
standing of the emotional needs of 
parturient women. 


For emotional needs of obstetric patients 


Many women today are express- 
ing resentment at methods involving 
heavy sedation; many also resent 
the treatment accorded them in the 
common labor rooms of many hos- 
pitals, where the lack of privacy 


leaves much to be desired. We be- 
lieve that more attention should be 
paid to the fact that obstetric pa- 
tients are not sick patients and that 
their emotional needs before, dur- 
ing, and after hospitalization are 
totally different from those of any 
other patient group. 

The centering of the program in 
the hospital is in line with present 
emphasis on making hospitals more 
efficient as community health 
centers. 


Program is adaptable 


It has been conjectured by some 
that the type of program that we 
have outlined here is only possible 
in a teaching or similarly well-inte- 
grated obstetric service. However, 
we have first-hand knowledge that 
many practitioners are successfully 
adapting the essential elements of 
the program to their obstetric prac- 
tice. Indeed, the first report of this 
type of program in the United States 
was that by a general practitioner, 
Dr. Blackwell Sawyer of Toms 
River, N. J., in 1946. 

Many people appreciate the val- 
ues of education for maternity ‘so 
ably emphasized by Dean Millicent 
McIntosh of Barnard College at the 
International and Fourth American 
Congress on Obstetrics and Gyne- 
cology, who said, “The skill and 
experience of the doctor and the 
man of science should in some way 
be interpreted more clearly to the 
layman, through greater’ under- 
standing and closer cooperation be- 
tween the teacher and the physician, 
and of both with the individual. . . 
If physicians and educators work 
together, they will recognize that 
preparation for maternity is the 
most important task of our society.” 

1. Thoms, Herbert, M. D.: Training for 
Childbirth; a program of natural childbirth 


with rooming-in. McGraw-Hill Book Co., 
Inc., New York, 1950. 114 pp. 


2. Thoms, Herbert, M. D., in collabora- 
tion with Laurence G. Roth, M. D.: Under- 
standing Natural Childbirth; with a picture 
story by David Linton. McGraw-Hill Book 
Co., Inc., New York, 1950. 112 pp. 


3. Thoms, Herbert. M. D., and Robert 
H. Wyatt, M. D.: One Thousand Consecu- 
tive Deliveries Under a Training for Child- 
birth Program. American Journal of Ob- 
stetrics and Gynecology, vol. 61, No. 1 
(Jan. 1951), p. 205. 
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WHEN A CHILD HAS POLIO 


Community resources can contribute to the patient's recovery 


ELIZABETH MAGINNIS 


HEN a child has polio, he 
W needs not only the treatment 
that the doctor, the nurse, 
and the physical therapist provide; 
he needs also protection from the 
emotional hazards of a long illness. 
Perhaps the greatest of these haz- 
ards arises out of the necessity of 
being away from his mother for a 
long time. Such separation may 
have a damaging effect on a child, 
in sickness or in health. Just being 
away from his mother and the rest 
of the family, which is often neces- 
sary as part of the first phase of the 
treatment of infantile paralysis, 
may injure a young patient lastingly 
unless something is done to mini- 
mize the shock. 

Even with well children—young 
in age or in emotions—wise parents 
plan ways of preparing them for 
relatively brief family separations. 
For emotional difficulties are not 
likely to arise if the child has ac- 
cepted in advance that the parting 
is necessary. 


To keep the child in touch with home 

To keep a child and his family in 
as close contact as possible when he 
has polio and is in a hospital, or 
when he is convalescing, calls for 
thoughtful planning. During the 
intervals between his mother’s visits, 
ways may be found to help even a 
“young child to feel that he still has 
her close, loving attention. Older 
children too, who are beginning to 
break away from complete depend- 
ence on their parents, need to be in 
frequent touch with their families 
while they are sick, and. need to 
feel that they are being missed at 
home. Helping to maintain these 
contacts and to make possible these 
assurances of affection is one of the 
services in a hospital that supple- 
ments the child’s medical care. 
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But the actual reunion of. child 
and family as quickly as is consis- 
tent with good medical care is the 
aim of all that is done for a boy or 
girl who is away from home because 
of illness. To help bring about this 
early homegoing, workers within 
the hospital call into action health 
and social-welfare resources outside 
the hospital. Many communities 
have a variety of agencies that can 
give invaluable service of this kind 
and most communities offer at least 
one of the many possible services. 

A link must be forged, however, 
between these agencies and the 
child who has polio. Someone on 
the hospital staff who knows the 
child’s situation and also knows the 
potentialities of the community’s 
resources to help him and his par- 
ents is the logical liaison. This 
forger of the link is more than an 
intermediary; she not only knows 
the facets of the child’s needs, and 
what services the agencies have to 
offer him, and how to bring them 
into play, but she also knows how 
to get the patient ready for the serv- 
ices. She appreciates what steps 
are necessary in his progress before 
outside assistance can benefit him. 
In other words, this staff member 
has the skill to help a patient— 
even a very young one—to under- 
stand the next move after his own 
fashion and to feel ready to take it. 
This readiness of the child is one of 
the elements that make for success 
in the whole plan for restoration. 

In many hospitals the worker who 
coordinates services for a child with 





Elizabeth Maginnis is the social worker in 
the Infantile Paralysis Unit of the Children’s 
Medical Center of Boston. 

This article is based on a talk given by 
Miss Maginnis in New York City to a group 
of State representatives of the National 
Foundation for Infantile Paralysis. 


polio, both inside the hospital and 
outside, is the medical social work- 
er. Working with other members 
of the medical team, she helps the 
parents in their first contacts with 
hospital routines, which are likely 
to bewilder them. She gets an- 
swers to many of their questions, 
or helps them ask the busy doctor 
questions that they have not felt 
free to ask him, or, that they have 
asked, but have failed to understand 
the answers. She learns whether 
they accept the doctor’s recommen- 
dations and whether the parents 
have problems that will make it 
difficult or impossible for them to 
carry. out the recommendations. 
At the request of the doctor, she 
finds out what he wants to know 
about the patient’s background. 
She does her part, along with work- 
ers in other specialties, in preparing 
the family and the home for the 
patient’s return. Just as she co- 
ordinates services for the patient’s 
benefit within the hospital, she also 
coordinates them for him outside 
the hospital, as we shall see. This 
coordination of services is only one 
part of a medical social worker’s 
duties, but it is one pertinent to a 
discussion of the community re- 
sources available to young infantile- 
paralysis patients. 

One such child is Helen Martin, 
as we may Call her, a 6-year-old liv- 
ing in a small city in a thickly popu- 
lated Eastern State. (The program 
in this State for polio patients is not 
typical—no other State has one like 
it.) We chose this State as a back- 
ground to show the use of commu- 
nity resources because it has a 
wealth of health and social agencies 
that have developed over a long 
period out of deep-rooted traditions. 
It was during an epidemic that 


THE CHILD VOL. 15 NO. 9 


50 
le 


is 


ies 


rat 


. 9 





Home again, after a long time away from his 
folks, a little patient looks forward to the 
day when he will no longer need his crutches. 


Helen became ill; what was done 
for her was done under the pressure 
of that situation. 

We first see Helen when her 
mother is taking her from their 
home town to the children’s hos- 
pital in their State’s largest city. 
The hospital is also atypical; it 
is known and depended on by fam- 
ilies all over the State and in ad- 
joining States too. The hospital 
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admitted between 500 and 600 polio 
patients that year. 

The day Helen’s mother took her 
to the hospital, Mrs. Martin had a 
bewildering series of experiences. 
She talked with an admitting clerk, 
a nurse, a doctor, a social worker, 
and a _ public-health nurse. The 
social worker arranged for her to 
see also a representative of the Na- 
tional Foundation for Infantile Pa- 
ralysis, after explaining that the 
Foundation guaranteed payment to 
the hospital, for a limited period, of 
whatever costs the family cannot 
meet. (Meanwhile long-term plans 
can be made for meeting the com- 
plete cost of the illness.) Next, 
the mother saw the hospital credit 
manager. 

While Mrs. Martin was at the 
hospital, she talked with seven per- 
sons, some of them more than once. 
She was confused by all this, al- 
though in the next few weeks she 
saw the seeming complexity form 
into a simple pattern of service with 
one end in view—Helen’s recovery 
as quickly and as fully as possible. 

When Helen’s mother talked with 
the medical social worker that first 
day, she received answers to many 
questions and had a chance to speak 
of the things that distressed her. 
Like all parents of children with 
polio she feared that her little girl 
would not be able to walk again 
or that she would be greatly crip- 
pled. She also feared that Helen 
would be very frightened and lone- 
ly in the hospital. 

The child was not in school yet, 
she explained, and was very shy 


with strangers. ‘‘Perhaps I have 
babied her too much—she’s our 
only daughter,’ she said. “Our 


son—he’s a real boy—is 6 vears 
older than Helen.” 

Mrs. Martin was worried also be- 
cause she had to have a major op- 
eration just at this time. Mr. Martin 
would have to keep at his job, she 
said. He was an automobile me- 
chanic, earning moderate wages. 
They were buying a_ five-room 
house. They had no car. After 
talking with the various work- 
ers in the hospital, Mrs. Martin left 
with the feeling that everyone car- 


ing for Helen would try to keep her 
free from fear and loneliness. 

It was not possible for Helen to 
be visited until 2 weeks had passed, 
because of isolation requirements, 
but the hospital arranged for Mrs. 
Martin to talk each morning over 
the telephone with Helen’s doctor, 
so as to hear directly from him about 
the child’s progress. She also tele- 
phoned to the social worker every 
2 or 3 days. She asked especially 
whether Helen was getting used to 
being in the hospital and whether 
she had been unhappy. The work- 
er told the mother of her talks with 
the little girl. 

As soon as the social worker 
learned when Helen would be ready 
to leave the hospital, she started: ar- 
ranging for after-care. At the end 
of 2 weeks, Helen was taken to a 
convalescent home in the suburbs 
that had about 60 polio patients 
that summer. During the month 
she was there, the children’s hos- 
pital social worker went to see her 
once a week. 

Meanwhile, Mrs. Martin had an 
operation performed at a general 
hospital. Then the medical social 
workers (at the two _ hospitals) 
worked together so that separation 
by hospital walls of mother and 
little girl would not make them 
seem worlds apart. Helen’s social 
worker was in touch with Mrs. 
Martin’s doctor; she let Helen’s doc- 
tor at the convalescent home know 
about the medical recommendations 
made for the child’s mother, so that 
plans for Helen’s discharge .could 
be worked out in relation to Mrs. 
Martin’s return home from the hos- 
pital. 

When Helen’s doctor decided that 
she was ready to go home, Mrs. 
Martin was not strong enough to 
undertake, in addition to her house- 
work, the care of a child who 
was not yet permitted to walk and 
who required several kinds of help. 
She would need a breathing spell 
in which to get her’ energy 
back for the long pull toward 
Helen’s recovery. The medical so- 
cial worker told Mrs. Martin about 
the “homemaker service” provided 
by one of the local family-service 
societies and, at the mother’s re- 
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quest, arranged forit. This agency 
would send to the home each day a 
woman from its staff to help Mrs. 
Martin in doing the housework and 
in caring for Helen. Mr. Martin 
agreed to repay the agency some of 
the cost, in accordance with his 
ability. The Martins could afford 
their share of the agency’s expenses 
in this service in spite of the two 
recent illnesses because they had 
hospitalization insurance and _ be- 
cause they had had some indirect fi- 
nancial assistance from the National 
Foundation for Infantile Paralysis. 
Thus they were saved from the full 
brunt of what would otherwise have 
been an expense too great for them 
to manage. 

In addition to the homemaker 
service, the medical social worker 
saw that arrangements were made 
for the visiting-nurse association to 
send one of its physical therapists 
to the Martin home three times a 
week to help Helen with her exer- 
cises and to supervise the other ther- 
apy the child must have. 

Soon Mrs. Martin began to take 
over her daughter’s care. Later on, 
she also took Helen every 2 weeks 
to a local physical-therapy treat- 
ment center. 

By this time Helen had become 
old enough for school. After get- 
ting permission from the doctor, 
the medical social worker arranged 
with the public-school system to pro- 
vide a home teacher. This meant 
that Helen could keep abreast of 
the grade she would normally be 
in. About once a month Mrs. Mar- 
tin took her daughter, with the co- 
operation of the Red Cross Motor 
Corps, for a medical check-up at 
the orthopedic clinic of the chil- 
dren’s hospital where Helen had 
been during the acute stage of her 
illness. In 4 or 5 months, Helen 
could be admitted to this hospital’s 
orthopedic ward for a week or more 
of instruction in walking. 


Child's return home speeded 

All this network of resources may 
seem unnecessarily complicated and 
time-consuming when one first hears 
about it. But use of these facili- 
ties made possible Helen’s early re- 
union with her mother, her father, 
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and her brother, and it helped to 
permit the two patients to become 
active in their own convalescent 
care early and naturally. 

Unfortunately, not all communi- 
ties have so many resources, and 
such well-developed ones, as this 
one has, but each State has an of- 
ficial State crippled children’s agen- 
cy that can arrange care for a child 
with polio. Suppose Helen had 
lived in a locality with few of the 
agencies that were called into play 
where she did actually live. What 
would the difference have been? 
The main contrast would probably 
have appeared in the much longer 
time that would have to elapse be- 
fore Helen could go home, even 
though her doctor thought it was 
best for her to go. 

Let us imagine Helen living in a 
county in a certain other State—a 
county that covers a large area; 
that contains a large city; that has 
a fast-growing population; and in 
which the incidence of infantile 
paralysis is high. The county has 
good hospital facilities, but it has 
comparatively few health and social 
agencies to supplement hospital 
care. In that county, as in the one 
previously described, Helen would 
have been sent from the general 
hospital where she was treated dur- 
ing the acute stage of her illness to 
a convalescent home arranged for 
by the hospital social worker or by 
a worker from the State crippled 
children’s agency. The worker 
would have tried to arrange for an 
institution that would be convenient 
for the parents to visit without a 
car of their own. 

So far, the course of events would 
have been about the same. But 
when Helen’s doctor decided that 
the child was ready to leave the 
convalescent home for her own 
home, the lack of community re- 
sources would have blocked the log- 
ical next step. The right plan for 
the little girl would have been to re- 
turn home and then attend an ortho- 
pedic clinic at suitable intervals. 
The home she was convalescing in 
had a clinic, but it met too infre- 
quently for Helen’s needs. It could 
have been arranged for a physical 


therapist to see the child at the hos- 
pital once or twice between clinic 
sessions. However, there would have 
been no way for the parents to get 
Helen to the clinic or to see the 
physical therapist—tthis was a trans- 
portation problem. 

Besides, Helen’s mother, just 
home after having an operation, 
would not have been in physical 
condition to give her daughter, who 
was not yet permitted to walk, the 
care she needed, and also to man- 
age the Martin household. The 
neighbors were unable to help her. 
There was no way to get assistance 
for Mrs. Martin in this difficulty. 

The only feasible plan would not 
be the best plan—for the child to 
stay on at the convalescent home. 
Even though the time stretched into 
6 or 9 months, Helen would have 
had to stay there until she was al- 
lowed to walk and had had in- 
struction in walking. Thus, the 
lack of services to supplement her 
medical care would have delayed 
the reunion of Helen with her fami- 
ly and would have added to the cost 
of her illness. How great an effect 
her being away from home so long 
a time would have on the child’s 
emotional development is hard to 
judge. 


Hospital helps child and parents 

Although this is a discussion of 
sources of help outside the hospital, 
we should appreciate fully the fact 
that the hospital is a tremendously 
important resource for the child 
who has poliomyelitis and for his 
parents. But the help that hos- 
pitals can offer differs in adequacy 
for many reasons, and the amount 
of help they can offer to children 
varies proportionately. Not the 
least of these reasons is the number 
of other patients cared for at the 
time of a child’s illness and the de- 
gree of involvement he has suffered. 
The work of restoration actually be- 
gins as soon as the doctor suspects 
that the child has polio, and it con- 
tinues to develop as far as the treat- 
ment facilities of the hospital per- 
mit. Then the task must be passed 
on to the agencies equipped to pro- 
vide other special services. 

Earlier, we mentioned the part 
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If a child with polio is to get the special services he needs, many facilities must be used. 


the medical social worker plays in 
readying the young patient and his 
family for the next step in the child’s 
care, a step that was planned with 
the help of outside resources. An- 
other factor we should emphasize is 
the patient’s own efforts to get well. 
Extreme care should be taken not 
to give a child patient too much 
support, as this might prevent him 
from using his own power of recu- 
peration to the full, and might thus 
defeat the whole aim of our service. 
Truly, the primary source of help 
for a patient of any age is himself; 
he is the one most affected by the 
outcome of his illness. The char- 
acteristics and qualities that he 
brings to this crisis and that he 
makes use of within the confines of 
the disease have a definite effect on 
the outcome of the care he receives. 

The place of the medical social 
worker in this network of health 
and social-welfare services is not so 
well understood by the public as is 
the place of the doctor, the nurse, 
and the physical therapist. The 
medical social worker in the hospi- 
tal is in a strategic position from 
which to assist the patient and those 
who are caring for him. She is a 
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member of the medical team and 
works in collaboration with the phy- 
sician, the nurse, and other thera- 
pists. She is aware, in general, of 
difficulties that are likely to arise 
and can frequently give appropriate 
services early enough to prevent the 
development of serious social prob- 
lems. 


To coordinate all resources 

But the point of our discussion is 
her coordination of sources of help. 
The medical social worker must be 
well acquainted with what the com- 
munity has to offer. She must 
know the health department; the 
State crippled children’s program; 
voluntary crippled children’s serv- 
ices; the schools; family and chil- 
dren’s agencies; and all sources of 
vocational rehabilitation, private 
and public. In fact, she must know 
whatever agencies the community 
has that will lend a hand benefi- 
cially. 

She must know how to use these 
agencies to the best advantage, 
which includes the element of time. 
Good timing is a fundamenta] skill 
that she shares with other profes- 
sional workers, and that she learns 


from a variety of experiences. The 
medical social worker can learn 
much from watching the timing of 
skilled physicians when they deal 
with polio patients—judging just 
when to allow them to be dependent 
and just when to stimulate them to 
assume some active responsibility 
for their own care. Sometimes a 
child patient wants to go ahead too 
fast for his own good, and avoiding 
this is quite different from holding 
him back unnecessarily when actu- 
ally he should be taking the next 
step. 

The social worker, like the phy- 
sician, must always be thinking 
ahead of the sick child and yet 
must not rush him, nor must she 
delay him when he is ready for 
something different. Often in our 
eagerness to have him fulfill owr 
expectations, we are tempted to 
offer him too much too soon and 
too easily. Then the child may be 
disappointed; or we may blame him 
because he is unable to follow an 
action through, whether it is re- 
lated to the medical care itself or 
is in connection with the assistance 
offered him by social and rehabili- 
tative agencies. 

That many skills are required to 
assist a child with polio is clear. 
With this disease it is a rare situa- 
tion that requires the services of as 
few people as doctor, nurse, and 
physical therapist. Some of the 
characteristics of polio that call for 
a joint effort on the part of many 
kinds of workers are: (1) the in- 
fectious nature of the disease; (2) 
the fact that a severity of involve- 
ment can cause an extreme disa- 
bility, requiring from the patient 
the adaptability necessary to create 
a good life for himself; and (3) the 
unusual length of medical care as 
compared with some other diseases ; 
and (4) the residual handicaps that 
some children have, requiring re- 
habilitative services. 

All the characteristics of polio- 
myelitis should be considered in 
treating a patient, whatever his age, 
and in making the most of commu- 
nity resources to help give back to 
him the opportunity of living his 
life fully. 
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Two new Associate Chiefs for 
Children’s Bureau— Dr. Kather- 
ine Bain has been appointed Asso- 
ciate Chief for Program Develop- 
ment, and Melvin A. Glasser Asso- 
ciate Chief for State and Commu- 
nity Services, effective April 3, 1951. 
Dr. Bain’s duties will include spe- 
cial responsibilities in relation to 
the health programs of the Chil- 
dren’s Bureau. 

Miss Neota Larson, who has been 
assistant chief of the Bureau since 
1949, continues in this position. 

After 13 years of practice in pedi- 
atrics in St. Louis, Mo., where she 
was born, Dr. Bain came to the Chil- 
dren’s Bureau in 1940, as Director 
of the Division of Research in Child 
Development. In this position she 
was responsible for planning re- 
search, developing standards for 
child care, and supervising the prep- 
aration of bulletins and leaflets for 
parents. 

Under Dr. Bain’s guidance the 
Clearinghouse for Research in Child 
Life was established, at the request 
of research workers, in the Chil- 
dren’s Bureau in 1949. 

From 1945 through 1947 Dr. Bain 
was a member of the executive staff 
that designed and made the first 
Nation-wide survey on the extent of 
health services for children in this 
country. This study was under- 
taken by the American Academy 
of Pediatrics with the assistance of 
the Public Health Service and the 
Children’s Bureau. 

Dr. Bain received her certifica- 
tion in pediatrics in 1943 and in pre- 
ventive medicine and public health 
in 1949. 

During World War II, Dr. Bain 
helped in civil-defense planning, 
with emphasis on evacuation of chil- 
dren, day care of children of work- 
ing mothers, planning for materials 
in scarce supply, and feeding in oc- 
cupied countries. She was a mem- 
ber of the Technical Secretariat, 
United Nations Conference on Food 
and Agriculture, which was held in 
Hot Svrings, Va., in 1943. 

She is a member of the Committee 
on Child Development of the Na- 
tional Research Council; a mem- 
ber of the Child Health Committee, 
American Public Health Associa- 
tion; and a member of the Commit- 
tee on Hospitals and Dispensaries 
of the American Academy of Pedi- 
atrics. She is also a member of the 
American Pediatric Society and is 
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on the Board of Directors of the So- 
ciety for Research in Child Develop- 
ment. 

Mr. Glasser was born in New 
York City and completed graduate 
studies in education and social work 
there. He was associated with pub- 
lic and private welfare agencies in 
New York City until 1942, when he 
joined the staff of the American 
Red Cross. In the American Red 
Cross, he became Assistant Director 
of Civilian Relief, and later Assist- 
ant Administrator of Foreign Op- 
erations in charge of international- 
activities programs. In this con- 
nection, he made the first postwar 
Red Cross relief survey in Czecho- 
slovakia, and he organized Ameri- 
can Red Cross child-welfare activi- 
ties in that country. In 1948 Mr. 
Glasser was a member of the Ameri- 
can Red Cross delegation to the 
Seventeenth International Red Cross 
Conference in Stockholm, Sweden, 
and he made surveys of relief con- 
ditions in Germany, Austria, and 
Hungary. He was U. S. Depart- 
ment of State observer at the Inter- 
national Conference of Social Work 
in Paris in 1950. 

For his work in relief activities 
abroad, Mr. Glasser was awarded 
the Order of the White Lion of the 
Czechoslovakian Government in 
February 1946. He has also been 
decorated by the governments of the 
Netherlands and of Denmark, and 
has had a special award from the 
Finnish Red Cross. 

Mr. Glasser is one of the two U.S. 
representatives on the permanent 
committee of the International Con- 
ference of Social Work, and is a 
member of the Program Committee 
of the National Conference of So- 
cial Work. In July 1950 he was 
elected President of the Interna- 
tional Federation of Social Workers. 


Dr. Edwin F. Daily has resigned 
as director of the Division of Health 
Services of the Children’s Bureau 
to accept appointment as deputy 
medical director of the Health In- 
surance Plan of Greater New York, 
effective June 4. 

Dr. Daily was responsible, during 
World War II, for administering the 
Nation-wide program of Emergency 
Maternity and Infant Care (EMIC), 
under which more than 1,200,000 
wives of servicemen received medi- 
cal and health care during preg- 
nancy and at childbirth, and more 


than 200,000 of their babies had 
medical, hospital, and nursing care 
when sick. 

For a major portion of his 15 
years’ association with the Chil- 
dren’s Bureau, Dr. Daily has di- 
rected that part of the Bureau’s 
work which affords help to the 
States in extending and improving 
their maternal and child-health 
services and their services for 
crippled children. 

Dr. Daily joined the staff of the 
Children’s Bureau in April 1936 as 
consultant in obstetrics and gyne- 
cology. He served as Assistant Di- 
rector and later Director of the Di- 
vision of Maternal and Child Health 
before being named to his present 
post, becoming Director of the Di- 
vision of Health Services in July 
1941. 

Dr. Daily is a fellow of the Ameri- 
can Public Health Association, and 
a member of its subcomittee on med- 
ical care since 1944; a diplomate 
of the American Board of Obstetrics 
and Gynecology and of the Ameri- 
can Board of Preventive Medicine 
and Public Health; and a member 
of the board of directors of the Na- 
tional Organization for Public 
Health Nursing. 

He was a United States delegate 
to international health conferences 
held in Europe in 1938, 1948, and 
1950 and a delegate to the First 
Inter-American Conference on Re- 
habilitation of Cripples, held in 
Mexico City in 1948. 


White House Conference—M any 
communities throughout the United 
States are already geared to go into 
action, or are already in full swing, 
on President Truman’s request — 
made in his Child Health Day Proc- 
lamation—for their continuing co- 
operation in carrying out the objec- 
tives of the Midcentury White House 
Conference on Children and Youth. 

Here are a few random illustra- 
tions from hundreds that are being 
reported: 

At Washington University, in St. 
Louis, Mo., a class in community or- 
ganization is trying to find out what 
national organization facilities are 
available for State programs and 
how to use them. 

In Florida a State-wide campaign 
has been launched to find children 
who need speech and hearing serv- 
ices. In the Sunshine State, also, a 
newspaper publisher has developed 
a special project to relate carrier 
work by newsboys to their homes 
and neighborhoods. 

A Houston, Tex., school principal 
has set up a play-back machine in 
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her office; and teachers and others 
listen to the conference recordings 
before school, at recess, and after 
school. 

The State University of lowa has 
announced a graduate seminar in 
interprofessional training and in un- 
derstanding the problems of child 
development. 

A number of governors, by proc- 
lamation, have set aside a period 
for emphasis on White House Con- 
ference follow-up. For example, 
Governor Bonner of Montana set 
aside the week of April 4-11, and 
Governor McMath of Arkansas des- 
ignated the month of May. 

At least 25 governors have held 
Little White House Conferences, 
such as the one Governor Kohler of 
Wisconsin called for April 19-21. 

The Conference Technical Com- 
mittee on Fact Finding met in Wash- 
ington April 23 and 24, discussed 
its final report, and prepared a 
statement on what research is most 
urgently needed in the whole field 
of child growth and development. 

A small conference staff, under 
the direction of Elma Phillipson, is 
continuing the organization of fol- 
low-up work for the conference. 
Among other services, the staff has 
held three of the six planned re- 
gional meetings with members of 
State committees to discuss plans 
for future activities. There will be 
a 2-day meeting in New York City 
May 28-29 to complete the forma- 
tion of the new national committee 
for the conference. 


Migratory farm labor.—S t a te 
child-labor laws should be brought 
up to a level at least equal to that 
of the present Fair Labor Standards 
Act, and all such laws should be 
made fully applicable to agricul- 
ture. This is reeommended by the 
President’s Commission on Migatory 
Labor, which reported March 26, 
1951, after devoting 9 months to 
studying conditions among migatory 
laborers. 

Furthermore, the Commission rec- 
ommends that the 1949 amendments 
to the Fair Labor Standards Act be 
retained and vigorously enforced. 
(These amendments make it illegal 
to employ children under 16 during 
school hours on commercial farms 
whose products go into interstate 
commerce.) And the Fair Labor 
Standards Act should be further 
amended, the commission says, to 
restrict the employment of children 
under 14 on farms outside of school 
hours. 

Vigorous enforcement of the 
child-labor provisions of the Sugar 
Act of 1937 is also urged by the 
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President’s Commission. (Under 
this act, which provides for benefits 
to growers of sugar beets and sugar- 
cane, producers of these are eli- 
gible for full benefit payments only 
if they do not employ children under 
14 years or do not permit those be- 
tween 14 and 16 to work longer 
than 8 hours a day.) 

Urging that the President ap- 
point a Federal Committee on Mi- 
gratory Labor, the commission rec- 
ommends that this new committee 
undertake to develop a plan that 
will provide an adequate program 
of education for migatory workers 
and their children. It recommends 
also that the Agricultural Exten- 
sion Services expand their home- 
demonstration work to supply the 
families of farm workers, particu- 
larly migratory laborers, instruc- 
tion in nutrition, homemaking, in- 
fant care, sanitation, and so ferth; 
and that the Federal Government 
share in the cost of this educational 
program. 

Among the other recommenda- 
tions are that the Federal Govern- 
ment make matching grants to 
States for a housing program for 
migrants during the time when they 
are not ‘“‘on the road’; for general 
assistance, including medical care 
for recipients of such assistance, re- 
gardless of legal residence; and for 
health programs and clinics for mi- 
gatory workers. 


Family relations—Some of the 
many institutes, workshops, and con- 
ferences on family life that will be 
held this summer: 

Kansas State College of Agricul- 
ture and Applied Science, Manhat- 
tan (June 7-20). 

University of California, Berkeley 
(June 18-July 28). 

Oregon State College, Corvallis 
(June 19-29). 

Pacific University, Forest Grove, 
Oreg. (June 25-29). 

University of New Hampshire, 
Durham (June 25-30). 

University of Cincinnati (July 2- 
13). 

Teachers College, Columbia Uni- 
versity, New York City (July 2-14). 

Teachers College, Columbia Uni- 
versity, New York City (July 2-20). 

Merrill-Palmer School, Detroit, 
Mich. (July 5-18). 

Headquarters of the American 
Institute of Family Relations, Los 
Angeles (August 6-11). 

“Family Style” annual conference 
of the National Council on Family 
Relations, at College Camp (on Lake 
Geneva), Wis. (August 26-31). 


SUMMER COURSES 


Western Reserve University. 
School of Applied Social Sciences, 
Cleveland 6, Ohio. Public Welfare 
Institute: Current problems in pub- 
lic welfare administration; and The 
responsibility of the social workers 
in public welfare agencies. (June 
1-2, 1951.) Institute on Intercul- 
tural and Interracial Relations in 
Group Work. (June 13-16.) 


Columbia University. New York 
School of Social Work. New York 
28, N. Y. Three series of summer 
institutes in social work. Some of 
the courses in Series III: The nor- 
mal development of the child; case 
work with the unmarried mother 
and adoption practices; and cur- 
rent policies and problems in child- 
welfare programs. Series I, June 
18-29; Series II (for graduates 
of schools of social work), July 9- 
20; Series III, July 23-August 3. 


University of Hawaii. School of 
Social Work. Honolulu. ° Treat- 
ment of juvenile delinquency (June 
19-July 6); case work with chil- 
dren—advanced (July 9-27). 


Nursery Training School of Bos- 
ton, Boston 15, Mass. A special 
course, Implementing the Midcen- 
tury White House Conference, for 
experienced teachers, and workers 
in allied fields. Also regular courses 
in psychology of the _ preschool 
child; program planning for nurs- 
ery school and kindergarten; home, 
school, and community; and play 
activities. Also practice teaching, 
and a try-out course for students 
who are considering entering the 
field of early childhood education. 
(June 25 to August 3.) 


Louisiana State University. School 
of Social Welfare. Baton Rouge 3. 
Some of the short courses: Insti- 
tute on children and youth—their 
government and their welfare (June 
29-30). Workshop: Children and 
public welfare agencies (July 2-20). 
Some of the 9-week courses: (June 
8-August 11): Social services for 
children; children in foster care; 
visiting-teacher work. 


Fisk University. Eighth annual 
Institute of Race Relations. Nash- 
ville, Tenn. For civic and youth 
leaders, teachers and students, so- 
cial and religious workers, and so 
forth. (July 2-14). 


Smith College. School for Social 
Work. Northampton, Mass. Grad- 
uate seminars for experienced so- 
cial workers. The seminars are or- 
ganized around three general as- 
pects: Social case work, psychi- 
atry, and supervision. (July 9-19.) 
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MAY 19 5 1. June 6-10—American Heart Associa- 
tion. Twenty-seventh annual meet- 
ing and twenty-fourth scientific 
sessions. Atlantic City, N. J. 

From June 7 (about a month)—Inter- 
national Labor Conference. Thirty- 
fourth session. Geneva, Switzer- 
land. 

June 11-15—American Medical Asso- 
ciation. Annual session. Atlantic 
City, N. J. 

June 17—22—American Physical Ther 
apy Association. Twenty-eighth an- 
nual conference. Glenwood Springs, 
Colo. 

From June 18 (about 3 weeks)— 
United Nations Educational, Sci- 
entific, and Cultural Organization. 
Sixth session of the General Con- 
ference. Paris, France. 

159 June 24-—27—National Congress of 
Colored Parents and _ Teachers. 
Twenty-fifth annual convention. 
Dover, Del. 

June 25-27—American National Red 
Cross. Annual convention. New 
York, N.Y. 

June 26-29—American Home Eco- 
nomics Association. Forty-second 
annual meeting. Cleveland, Ohio. 

June 29—American Hearing Society. 
Annual meeting. Chicago, II. 
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